cyst. In the meantime the bone had been broken again twice, and operation was now imperative. The fractures had caused some consolidation, but that had not cured the cyst.
Mr. ERIC CROOK asked whether Mr. Wakeley had carried out treatment by merely crushing the bone in, so converting it into a comminuted fracture, and stimulating the production of new bone. Would it not help the process if the fracture were made more extensive, to stimulate more bone formation?
Dr. J. KINGSTON BARTON asked whether treatment of the genu varum in the first case might not have been the cause of the bilateral Kohler's disease. The child had a very high instep and the treatment for the knees might have materially altered the lines of transmitted pressure.
Mr. LIONEL NORBURY said he had seen two cases, in adults, in which fibrocystic disease was associated with osteitis deformans. One was a case of fibrocystic disease of the tibia in which X-rays revealed a condition of osteitis deformans of the femur, skull, etc. The other was a case of fibrocystic disease of the tibia, in which the femur, too, showed the X-ray appearances of Paget's disease.
Mr. MWAKELEY (in reply) said he would bring the first case up again in a year. The genu varum had been treated only at a cottage hospital, and he was now doubtful whether that condition had really been present.
With regard to the second case, he was interested in the President's remarks about new bone formation. He thought this conception was responsible for these cases not being operated upon early. He would not care to make a comminuted fracture, as he felt there might be some shortening of the bone afterwards; he would like to see a series of cases which had been so treated before deciding on such a form of treatment.
In answer to Mr Norbury, he thought fibrocystic disease in children differed from that in adults; he had shown adult cases 1 before the Clinical Section in which many bones of the body were diseased. In children it was more common to find only one bone involved. 0. W., female, aged 10 months. Admitted to hospital December 9, 1929, with " convulsions." Said to have been always delicate and difficult to feed, and was in London Temperance Hospital at the age of 2 months on account of marasmus. One week after discharge she was dropped when being carried and the left thigh was fractured (August, 1929) . There was no loss of consciousness and no bruising of the scalp at this time, and on readmission to the London Temperance Hospital no paralysis was noticed. She was discharged apparently quite well. In October, 1929, began to lose weight and to vomit. One week before admission to the Hospital for Sick Children, Great Ormond Street, began to have convulsions affecting face and all four limbs. On admission she was comatose. After two lumbar punctures the fits ceased; cerebrospinal fluid was under pressure, but otherwise normal.
On examination she was found to be much undersized (weight 10 lb.). There was paresis of right arm and hand with some rigidity, thumb being flexed into palm. All extremities were blue and cold, especially right hand, but there was no wasting and the reflexes were all present. Optic discs normal. Wassermann reaction, negative. Temperature rose to 101Q F. three days after admission, but has been otherwise normal. January 22, 1930: An endeavour made to obtain blood from longitudinal sinus, needle being passed strictly in midline at posterior angle of the anterior fontanelle. About 10 c.c. of yellow, slightly blood-stained fluid were obtained; this had a high protein content (2 per cent.). Skiagram of skull showed no abnormality. Serum calcium 9 3 mgm. per 100 c.c (normal). Some improvement in condition of arm and hand since this fluid was removed. No further convulsions. The child is unable to sit up, and seems mentally subnormal.
Dr. WV. G. WYLLIE said there was very little choice of diagnosis in this case. It was one either of intracranial cyst or of porencephaly. Seeing that fluid had been obtained in the region of the anterior fontanelle, it probably came from a cranial cyst, as a porencephalic cyst was likely to be at a lower level near the island of Reil. The accident in August and the absence of symptoms until two months later fitted in with cases of dural haemorrhages in adults in which it took two or three months, or even longer, for symptoms of epilepsy or delayed cerebration to appear. His diagnosis was, therefore, intracranial cyst.
As the cyst had already been tapped and considerable fluid evacuated, one would be tempted to leave it alone, but an exploratory operation would not be a serious procedure. Boy, aged 2 years and 10 months, knocked down by motor-car, June, 1929. Details of accident lacking, but patient was unconscious for forty-five minutes. No vomiting or convulsions. Accident was immediately followed by paralysis of whole right upper extremity, and this has persisted.
Paralysis of Right Upper
First seen at Great Ormond Street Hospital, January, 1930. Rhomboids, spinati, teres major and serratus magnus are unaffected; all other muscles of the limb are paralysed, and do not respond to faradic current. Limb anaesthetic except for intercosto-humeral segment. X-ray examination negative. Sympathetic nervous system not involved.
The PRESIDENT said he had operated on five patients whose nerves had been injured at birth, as well as on others injured after birth. In the traumatic cases resulting from motorcar accidents the injury was usually very extensive, and of the " whole plexus " type. As a rule these cases were practically hopeless. In most of them the lesion was close to or inside the neural canal. In his last case the fifth nerve was found to be damaged; it was obviously fibrous outside the vertebral canal. The 6th, 7th and 8th were practically normal, i.e., up to the neural canal, but failed to give any response to stimulation. The nerves in these cases were pulled out by the roots from the cord, and in most cases the sympathetic was affected.
The present case seemed more hopeful, as there appeared to be a chance of finding the lesion amenable to surgery in at least some of the nerves. Boyer had reported a ease, years ago, in a woman who, after her death a long time subsequent to the injury, was found to have even the opposite side of the cord damaged, the nerves having been pulled out by the roots.
Coarctation of the Aorta.-W. G. WYLLIE, M.D. E. S., a girl, aged 5 years and 6 months. Cardiac and vascular condition noted on routine examination. No subjective symptoms. The heart is enlarged to the left (confirmed by skiagram). Heart sounds loud and forcible. Systolic bruit audible over praecordia, louder towards base. No thrill. Marked suprasternal pulsation, but no evidence of collateral circulation.
Blood-pressure in arms = 170 mm.; pulse big. No pulsation felt in femoral or dorsalis pedis arteries. There is possibly more than one deformity in this case. The basal systolic murmur suggests subaortic stenosis. The narrowing of the aorta presumably is beyond thb origin of the subclavian, as the pulse in the arms is so easily felt.
Discussion.-Dr. PARKES WEBER said he agreed with Dr. Wyllie that this case was one of stenosis (coarctation) of the aortic isthmus. Possibly some pulsating subcutaneous arteries of the collateral circulation would become palpable later on. In cases of aortic isthmus stenosis, a slight abnormality of the aortic valves had occasionally been discovered by postmortem examination, a fact that might help to explain the systolic murmur at the base of the heart in the present case.
Dr. BERNARD SCHLESINGER agreed with Dr. Wyllie's diagnosis; he thought that he co-ald definitely feel thickening of the subscapular artery in this case, which was additional evidence of coarctation of the aorta. He did not think it was necessary to presume that there was also a lesion at the aortic valve, such as sub-aortic stenosis. In a similar case which he (the speaker) had shown recently at a meeting of this Section' the basal murmur
